records, railway workers from various parts of India, and practising clinicians. All these studies revealed a significant geographical difference in the prevalence of peptic ulcer disease between the north and south of India. Peptic ulcer is uncommon in the plains of Punjab, Utter Pradesh, Rajasthan, Madya Pradesh and Gujrat, and common in Madras, Karela, Mysore, Andra Pradesh and eastern parts of India -namely, Assam, West Bengal as well as Bengladesh. It is also reported to be common in the Kashmir valley in the northern most state of India while the adjacent province of Jammu has a low incidence. These geographical differences exactly matched with the differences in dietary habits. In the low prevalence area, wheat bread (chappatti) and pulses are the staple diet and in the high incidence area boiled rice, green vegetables and highly spiced food are the staple diet. Two reasons are offered to explain the role of diet in the pathogenic of peptic ulcer namely: (1) wheat bread (chappatti) being a dry food needed a lot of chewing and excessive production of saliva, while boiled rice is sloppy and needs very little mastication and produces little saliva. These observations were confirmed and the protective role of saliva in the causation of peptic ulcer was shown, and, rice contained ulcerogenic fractions and the excessive prevalence of peptic ulcer in the rice eating areas was related to these ulcerogenic factors.
In 1972 the Indian Council of Medical Research conducted a nation wide study on the occurrence of the peptic ulcer in India. Six centres were selected, Kashmir valley, Punjab, Delhi, Madras, Goa, and Kanpur. This was a population based study and the diagnosis of peptic ulcer was based on radiological studies of the upper gastrointestinal tract and showed that the incidence of peptic ulcer in all the six areas was less than 1% and there was no significant geographical difference in the incidence of peptic ulcer between the north and the south. This study, as already mentioned, however, has some inherent problems in its design. The present endoscopic study revealed that the prevalence of peptic ulcer in Kashmir valley was 11% and the point prevalence was around 4%. It also revealed that the complications of peptic ulcer were as common in Kashmir as in the west. Earlier there have been many reports showing either haemorrhage, duodenal stenosis or perforation to be common in peptic ulcer in India. We believe that most of these reports were drawn from highly selected groups of patients from the hospital records and do not represent a true incidence of complications of peptic ulcer in India.
With the advent of fibreoptic endoscopy, the diagnosis of peptic ulcer has become more accurate and to further study the geographical prevalence of peptic ulcer in Indian subcontinent we need to do similar studies in the plains of Punjab, and in south and eastern parts of India. Should geographical difference in peptic ulcer be confirmed by these studies, most likely explanation would be differences in the diet of these populations. The problem in doing such studies would be to select highly dedicated field staff and endoscopists and the acceptability of the population under study to undergo endoscopies. Public awareness of peptic ulcer occurence is important and to increase the responder rate small medical centres need to be started in these areas to treat minor ailments. The press, television and the radio need to educate the public about the importance of these studies. These methods were used in our study to gain the support and confidence of the general public, and to increase the responder rate for endoscopies. 
